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 Y 000 Initial Comments  Y 000

This Statement of Deficiencies was generated as 

a result of the Annual State Licensure survey 

conducted at your facility on November 5, 2008.

The facility is licensed as a residential facility for 

groups to provide care for 6 elderly or disabled 

persons and/or persons with mental illnesses, 

Category 2 Residents.

The census was 5.

There were no complaints investigated.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

The following deficiencies were identified:

 Y 174

SS=F
449.209(4)(a) Health and Sanitatio-Offensive 

odors

NAC 449.209

4. To the extent practicable, the premises of the 

facility must be kept free from:

(a) Offensive odors.

This Regulation  is not met as evidenced by:

 Y 174

Based on observation, the facility failed to ensure 

the premises were free from offensive odors.

Findings include:

On 11/5/08 in the afternoon, there was a distinctly 
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 Y 174Continued From page 1 Y 174

offensive urine odor throughout the facility. 

On 11/5/08 in the afternoon, there was a strong 

odor of rotten food and waste in the kitchen and 

dining room.

Severity: 2 Scope: 3

 Y 445

SS=D
449.229(10) Exit doors

NAC 449.229

10. An exit door in a residential facility must not 

be equipped with a lock which requires a key to 

open it from the inside unless approved by the 

State Fire Marshall or his designee.

This Regulation  is not met as evidenced by:

 Y 445

Based on observation, the facility failed to ensure 

that 1 exit door was not equipped with a lock 

which requires a key to open it from the inside.

Findings include:

On 11/5/08 in the afternoon, the front door was 

equipped with a lock which required a key to 

unlock it from the inside.

Severity: 2 Scope: 1

 Y 885

SS=D
449.2742(9) Medication / Destruction

NAC 449.2742

9. If the medication of a resident is discontinued, 

the expiration date of the medication of a resident 

has passed, or a resident who has been 

 Y 885
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 Y 885Continued From page 2 Y 885

discharged from the facility does not claim the 

medication, an employee of a residential facility 

shall destroy the medication, by an acceptable 

method of destruction, in the presence of a 

witness and note the destruction of the 

medication in the record maintained pursuant to  

NAC 449.2744.  Flushing contents of vials, 

bottles or other containers into a toilet shall be 

deemed to be an acceptable method of 

destruction of medication.

This Regulation  is not met as evidenced by:

Based on observation, the facility failed to ensure 

that medications for 1 resident were not expired 

(Resident #2). 

Findings include:

Observation

Resident #2

Resident #2 was admitted 3/5/03. On 11/5/08 in 

the afternoon, the medication bucket for Resident 

#2 contained the following expired medications:

Vitasmart, expiration date 8/08.

Promethazine DM Syrup, expiration date 6/08.

Severity: 2 Scope: 1

 Y 898

SS=D
449.2744(1)(b)(4) Medication / MAR

NAC 449.2744

 Y 898
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 Y 898Continued From page 3 Y 898

1. The administrator of a residential facility that 

provides assistance to residents in the 

administration of medication shall maintain:

(b) A record of the medication administered to 

each resident.  The record must include:

     (4) Instructions for administering the 

medication to the resident that reflect the current 

order or prescription of the resident's physician.

This Regulation  is not met as evidenced by:

Based on record review, the facility failed to 

maintain an accurate record of medication 

administration for 1 of 5 residents (Resident #3).

Findings include:

Record Review

Resident #3 was admitted 3/5/03. The medication 

bucket for Resident #3 contained Lisinopril, 20 

mg daily, ordered 11/3/08.  The Medication 

Administration Record for November, 2008 listed 

Lisinopril, 10 mg daily.

Severity: 2 Scope: 1

Repeat Deficiency: 7/12/07

 Y 922

SS=F
449.2748(3)(a) Medication Labeling

NAC 449.2748

3. Medication, including, without limitation, any 

over-the-counter medication or dietary 

supplement, must be:

 Y 922
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 Y 922Continued From page 4 Y 922

(a) Plainly labeled as to its contents, the name of 

the resident for whom it is prescribed and the 

name of the prescribing physician. 

 

This Regulation  is not met as evidenced by:

Based on observation, the facility failed to ensure 

that medications for 4 of 5 residents were plainly 

labeled with the names of the resident and the 

prescribing physician (Resident #1, #2, #3, #4).

Findings include:

Resident #1

Resident #1 was admitted 8/23/07. On 11/5/08 in 

the afternoon, the medication bucket for Resident 

#1 contained a bottle of Pain Reliever, which was 

not labeled with the resident's name and the 

physician's name.

Resident #2

Resident #2 was admitted 3/5/03.  On 11/5/08 in 

the afternoon, the medication bucket for Resident 

#2 contained the following  medications which 

were not labeled with the resident's name and the 

physician's name:

Garlic Pure, 500 mg

Vitamin E

Aspirin

Calcium, 500 mg

Pain Reliever

Resident #3

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 922Continued From page 5 Y 922

Resident #3 was admitted 3/5/03.  On 11/5/08 in 

the afternoon, the medication bucket for Resident 

#3 contained the following medications which 

were not labeled with the resident's name and the 

physician's name:

(2) Containers - A thru Z Vitamins

Aspirin, 81 mg

Resident #4

Resident #4 was admitted 9/21/07. On 11/5/08 in 

the afternoon, the medication bucket for Resident 

#4 contained the following medication which was 

not labeled with the resident's name and the 

physician's name:

Aspirin, 81 mg

Severity: 2 Scope: 3
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